he use of medication in the acute and long-term treatment of schizophrenia remains the cornerstone of disease management. This paper will attempt to review and highlight recent developments and current controversies in the pharmacologic treatment of schizophrenia. In that context, we will highlight areas where gaps in our knowledge continue to exist, and discuss the types of research ideally suited to fill these gaps. The treatment of the psychosis risk syndrome, also known as the "prodrome," and cognitive dysfunction, an increasingly recognized core feature of schizophrenia, are dealt with elsewhere in this issue.
First-versus second-generation medications
A major focus of research over the past decade has been to establish the relative merits of first-and second-generation antipsychotics. With that, psychiatry has seen the completion of several large, government-funded trials, which attempted to apply some of the principles of effectiveness studies to complement data derived from more traditional efficacy research. Before providing an overview of these results and discussing their implications, it will be useful to set the stage for the shift in prescribing practices and the ensuing costeffectiveness questions that emerged in the 1990s. In the 1970s and 1980s, considerable effort went into solidifying our knowledge of the indications for and benefits and risks of long-term pharmacotherapy in schizophrenia. A large series of relapse-prevention studies were conducted demonstrating the ability of continuous antipsychotic drug administration to significantly reduce the risks of psychotic relapse and rehospitalization in comparison with placebo. 1 
Neurologic adverse effects
At the same time, increasing concern had developed regarding the potential of antipsychotic drugs to produce a variety of neurologic adverse effects, ranging from acute dystonic reactions to akathisia, parkinsonism, and tardive dyskinesia. Each one of these conditions were the subject of epidemiologic, treatment, and outcome studies which are beyond the scope of this review. Tardive dyskinesia became a particular concern because of its potential severity, persistence, and psychosocial as well as medicolegal consequences. A number of prospective studies were conducted to determine the incidence and risk factors for tardive dyskinesia. [2] [3] [4] In general, the risk of new cases of tardive dyskinesia was found to be 5% per year of cumulative drug exposure, with age and early occurring extrapyramidal side effects being two important risk factors. In elderly individuals (though with a different spectrum of diagnoses) receiving antipsychotic medications for the first time the incidence was generally fivefold higher. 5 With the development of clozapine, the scientific and clinical community became convinced that it was possible to separate the therapeutic effects of antipsychotic medications from their neurologic extrapyramidal effects. Although it took many years after these early observations before clozapine was used on a wide scale for treatment-refractory patients, 6 the awareness of its lack of propensity to cause extrapyramidal effects provided considerable impetus in drug development and served as a model for "atypicality" (a concept which has outlived its usefulness, but did serve a useful heuristic function). With the introduction of other "second-generation" antipsychotics (risperidone, olanzapine, quetiapine, etc), there was considerable focus on differences in the propensity to cause extrapyramidal syndrome (EPS) between these agents and first-generation drugs. 7 Overall, the differences were generally significant, but most often based on comparisons with haloperidol. Although haloperidol was the market leader at that point, making such comparisons somewhat logical, concerns have been raised that the choice of that medication, and its utilization in potentially higher than necessary doses, might have served to accentuate differences in the risk for neurologic adverse effects. The challenge of conducting studies, which take into account and adequately control for the relative dose equivalences of specific medications across a range of illness phases, patient ages, and outcome domains (ie, therapeutic and adverse effects), should not be minimized. In fact, one can easily argue that appropriately validated dose equivalences are generally lacking, and are usually derived from the analysis of large data sets from studies which were not necessarily designed to address these issues. The largest study conducted comparing three different doses of haloperidol and three different doses of a second-generation medication with placebo 8 provided an interesting perspective. Even doses of haloperidol as low as 4 mg were associated with significantly greater EPS than placebo or the "atypical" medication sertindole. In addition, a recent meta-analysis 9 examined the effect of haloperidol dosage on the relative need for antiparkinsonian medication in trials comparing second-generation medications with haloperidol. Overall, the authors found that the superiority remained whether the dosages of haloperidol employed were above or below 12 mg/day. Similarly with tardive dyskinesia, the meta-analyses which have been conducted 5 support the significantly reduced risk of tardive dyskinesia with the second-generation antipsychotics. Overall, the risk appears to be one fifth of what it had been with conventional medications. (We will return to this issue in the discussion of results from the effectiveness studies).
Metabolic adverse effects
At the same time that clinicians and patients benefited from a reduction in the risk of neurologic adverse effects, it became apparent that some of the second-generation medications had a strong propensity to contribute to an increase in weight and metabolic adverse effects, such as insulin resistance and dyslipidemia. 10 It has taken several years to clarify this risk, the extent to which medications contributed and the relative risk associated with specific medications. In addition, it has also become apparent that drug-naïve patients are likely to show more pronounced effects, even with those medications on the lower end of the risk spectrum, in comparison with patients who have already been chronically treated.
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With accumulating data emphasizing the substantially shortened life expectancy of patients with schizophrenia, 12 the prevention and management of cardiometabolic effects has taken on increasing salience. Given the challenges confronting patients with chronic psychiatric conditions in terms of diet, exercise, healthy lifestyle behaviors, smoking, substance use and abuse, etc, the proactive medical management of such individuals remains an enormous unmet need.
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Relative efficacy
Several literature reviews and meta-analyses have been published in recent years, which have attempted to determine the extent to which various drugs and drug classes differ in their efficacy. 9, 14, 15 It appears that in the treatment of acute psychosis among patients with first-episode or recent-onset illness that there are not significant differences in overall response rates of psychotic signs and symptoms with different antipsychotic drugs or drug classes. [16] [17] [18] [19] In general, response rates among such patients are quite high. However, in the maintenance phase of treatment following acute response among first-episode patients, differences do begin to emerge favoring second-generation medications, incuding olanzapine and risperidone, [19] [20] [21] [22] as well as amisulpride, quetiapine, and ziprasidone. 19 In the treatment of multiepisode patients the picture becomes more complicated. The enthusiasm with which the second-generation drugs were received was fueled by unmet need, a long period without any new antipsychotics, vigorous marketing, and to some extent "wishful thinking" as clinicians would also like to believe that they have new and better tools with which to help their patients. Over time as the cost of medications escalated, intense debate ensued about the relative merits of the different drugs and drug classes. Large "effectiveness" studies such as CATIE (Clinical Antipsychotic Trials of Intervention Effectiveness), 17 CUtLASS (Cost Utility of the Latest Antipsychotic Drugs in Schizophrenia), 3, 24 and EUFEST (European First Episode Schizophrenia Trial) 19 were intended, to some extent, to clarify this issue. The data from these trials must be considered along with the data from all other trials which have been the subject of a series of meta-analyses. Single studies, no matter how large, and meta-analyses, no matter how comprehensive, all have their limitations, but it is incumbent upon us to assimilate, objectively integrate and draw relevant conclusions from the evidence, such as it is. In comparing first and second-generation antipsychotics (FGAs and SGAs), 9 Leucht et al found four SGAs (amisulpride, clozapine, olanzapine, and risperidone) to be more efficacious than FGAs with effect sizes ranging from small to medium (0.13 for risperidone and 0.52 for clozapine). Leucht et al emphasized that the SGAs which were more efficacious showed these advantages for both of the specific domains of positive and negative symptoms, suggesting that their superiority for negative symptoms does not represent a "core component of atypicality." As noted previously, all SGAs had fewer EPS than haloperidol, even when the latter was used in doses below 7.5 mg/day. 9 When Leucht et al 9 compared their results to those of other meta-analyses by Geddes et al, Davis et al, and the Cochrane Schizophrenia Group, [25] [26] [27] the effect sizes were generally comparable. All meta-analyses-analyzing similar data sets-found that amisulpride, clozapine, olanzapine, and risperidone were significantly more efficacious than FGAs. When Leucht and colleagues 14 reviewed the head-tohead comparisons of SGAs they reported a similar pattern. Regarding total PANSS score change, olanzapine was more efficacious than aripiprazole, quetiapine, risperidone, and ziprasidone; risperidone was more efficacious than quetiapine and ziprasidone, and amisulpride was not statistically different from olanzapine or risperidone. However, regarding dropouts due to inefficacy, olanzapine was only superior to quetiapine and ziprasidone, two SGAs often dosed inappropriately low in schizophrenia, and amisulpride was more efficacious than ziprasidone. Surprisingly, clozapine only proved to be superior to zotepine and to risperidone in dropouts due to inefficacy. As the authors suggest, possibly inadequate doses of clozapine used in some studies might have contributed to these findings, which are inconsistent with most of the large individual studies. In comparing these analyses to the results of CATIE and CUtLASS, there are some consistencies. In CATIE, 17 olanzapine was superior in dropout rates due to inefficacy and time on effective treatment (at least when including the 23% of patients who were rerandomized to olanzapine), and clozapine (though given openly) was superior to all other studied SGAs in phase 2. 28 In CUtLASS, 24 clozapine was superior to other SGAs as well, but in this study, quality of life, and not all-cause discontinuation, was the primary outcome measure. This difference highlights the importance of the choice of the primary outcome measure, particularly in effectiveness studies, where the outcome is supposed to address elements of efficacy, tolerability, patient acceptability, and functioning. Although the meta-analyses tended to find more support for risperidone's superiority than CATIE did, the dose equivalences used in CATIE have been challenged where the modal dose of risperidone was only 3.9 mg/day. However, there were no differences between the individually studied SGAs and the FGA comparator perphenazine in CATIE, 17 as well as between the class of clinician's choice SGAs and FGAs (mainly consisting of sulpiride, which some consider to be an SGA) in CUtLASS. 23 The large effectiveness trials have been discussed in great detail elsewhere. Despite the rigorousness with which we try to design trials, there are always compromises in both design and execution that are unavoidable, particularly when multiple outcome measures are included and multiple questions are addressed simultaneously. A particularly important issue which impacts all of the effectiveness trials was stressed by Kraemer et al. 29 Whether a study is designed to establish superiority of one treatment or groups of treatments over others or to establish equivalence is critical. As Kraemer et al suggest, if a study is designed to demonstrate one treatment's superiority, then statistically nonsignificant results should not be assumed to be evidence of "equivalence." To test this, a true noninferiority design is needed that generally requires larger samples. The inevitable conclusions from these data are that drugs and drug classes are heterogeneous, and that we should not assume commonalities based on anything except appropriate comparisons. It is also obvious that every drug involves its own risks and benefits, and that clinicians have to evaluate data and make decisions based on the individual patients' presentation, history, sensitivities, preferences, responses, adverse effects, etc (Table I) . This serves as a segue into the next section of this discussion, which focuses not so much on which drug to choose, but how to conceptualize and evaluate response (both therapeutic and adverse) in order to inform treatment decisions (which may or may not involve changing medication). It is our firm belief that the real challenges and opportunities in treating patients with schizophrenia lie in how treatments are managed, evaluated, and potentially altered, rather than which drug one chooses for an initial trial. As with all treatment planning, formulating and tracking treatment goals and outcomes is important (Figure 1 ). 
Treatment outcome
Response
An important issue for clinicians is how to decide when and if a particular treatment is having the desired effect or is producing adverse effects that are not acceptable.
In psychiatry there are few objective measures comparable to the laboratory tests, physical signs, or imaging results that can inform treatment decisions in other areas of medicine. We tend to rely on our subjective impressions of a patient's (subjective) report and our observations of changes in their affect, thoughts/speech, and behavior. We would be better served by using (even brief) quantitative assessment instruments, but this has yet to be accepted on a wide scale.
Response to treatment is generally assumed to mean a clinically significant improvement in the "chief complaint" or the psychopathology associated with the condition. How do clinicians (and patients) decide when improvement is "enough," or whether the treatment should be altered in some fashion? This requires attention to issues related to dosage and duration of treatment as well as adherence in medication-taking, bioavailability, and metabolism. Although clinical trials often use percentage improvement over baseline to measure treatment "response," we are ultimately most interested in where patients end up in terms of the degree of residual psychopathology. This in no way diminishes the importance of a major improvement, but it is likely that the degree of residual psychopathology will be the critical factor in determining subsequent treatment decisions.
Remission
From this perspective, the remission criteria 30 are a valuable tool. Although some clinicians might assume it unrealistic to expect remission to occur during a relatively short-term (4-to 6-week) treatment trial, data from large meta-analyses 31 suggest that a substantial proportion of patients can achieve remission within 4 to 6 weeks. The proposed remission criteria 30 focused on seven characteristic signs and symptoms associated with the diagnosis of schizophrenia and selected the corresponding items on validated rating scales, such as the Positive and Negative Syndrome Scale (PANSS), 32 or the Scale for the Assessment of Positive Symptoms (SAPS) 33 and the Scale for the Assessment of Negative Symptoms (SANS), 34 which assessed all of these positive and negative symptoms. According to the criteria, a patient is in remission if for example, the eight corresponding PANSS items are rated as no greater than mild, concurrently for at least 6 months. (The criteria have also been used on a cross-sectional basis as a measure of absolute treatment response as referenced to previously). If a patient does not achieve remission, the clinician has to conduct a thorough evaluation of potential reasons, eg, diagnostic error, nonadherence, inadequate dosage, inadequate blood level, comorbid condition(s), substance abuse, drug-drug interaction, adverse effects interfering with clinical response, ineffective drug, etc. After conducting such an evaluation, a decision must be made as to what action to take based on the results. Assuming that the only reasonable explanation remains the drug's lack of efficacy for that particular patient, then whether to wait for additional response, add a second drug (of the same or different class) or carry out a complete switch to an alternative agent, is the decision that must be made.
Recovery
To capture more than just symptom reduction (response) or an absolute level of psychopathology (remission), the concept of recovery has gained more acceptance. This is due to the fact that functional outcomes are the ultimate goal of interventions in schizophrenia. In this context, Liberman and Kopelewicz 35 proposed what has come to be a widely accepted definition of recovery, including 4 domains with criteria that must all be met concurrently for at least 2 years. In addition to symptomatic remission as defined above, it also includes a minimum level of educational/vocational functioning, the ability to perform day-to-day living tasks without supervision, and a minimum level of social interactions of at least one social contact per week outside of the family. Unfortunately, even in a well-staffed first episode program, as few as 13.7% of patients were able to meet these criteria at least once during a 5-year follow-up period. 36 This indicates that in addition to pharmacologic treatments and broad psychosocial interventions, targeted psychosocial treatments will need to be combined in an individualized way to enhance psychosocial and educational/vocational functioning. Since data from the same group indicated that stopping medications was the primary reason for symptomatic relapse, 37 strategies to enhance the level of medication adherence are also a critical component for achieving remission and recovery.
Time course of antipsychotic effect
If all of the above considerations are addressed, one of the most challenging issues remains whether or not the patient has had an "adequate" trial. The response to medications varies considerably between patients. When we asked experts 38 how long an adequate initial trial should last, the responses ranged from 2.6 to 5.5 weeks. Textbooks of psychiatry had generally stated that response might be delayed for weeks rather than days. 39 Recent meta-analyses have challenged that assumption. Agid et al 40 evaluated 42 studies including 7450 patients and found that the greatest proportion of improvement in psychotic signs and symptoms (even controlling for placebo response) in short-term trials occurred in the first week. Leucht et al 41 replicated these results utilizing individual patient data. In addition, when examining data available in a subset of patients at 1 year, they found that most of the drug effect observed at 1 year had already occurred by week 4. Subsequent post-hoc analyses 42 found significant separation between drug and placebo effects on positive psychotic symptoms even after only 24 hours. These data have reinvigorated the effort to use early response/nonresponse as a predictor of subsequent response. 43, 44 Correll et al 45 were the first to attempt to predict nonresponse at 4 weeks using the change of symptoms at 1 week in a sensitivity-specificity analysis in 131 patients receiving uniform treatment with fluphenazine. When Leucht et al 46 conducted a receiveroperator analysis to answer this question, a response of less than 20% improvement on the total Brief Psychiatric Rating Scale 47 (BPRS) best predicted nonresponse at 4 weeks. Chang et al 48 50 and Ascher-Svanum et al 51 reported on post-hoc analyses of 1077 patients who had participated in a series of double-blind trials involving olanzapine and found that a less than 20% reduction in PANSS scores at 2 weeks was associated with good predictive power to identify patients unlikely to respond by 12 weeks. Patients with poor early response were also found to be more likely to discontinue from the trial and their cost of care was significantly higher than those with more robust early response. 51 Kinon et al 52 conducted a prospective study of 630 patients treated with risperidone (2 to 6 mg/day). The 192 patients who completed 2 weeks and experienced a less than 20% improvement on the PANSS at 2 weeks were then randomized to either continue on risperidone or be switched to olanzapine 10 to 20 mg/day for an additional 10 weeks. This first prospective study of its kind replicated the results of the retrospective, post hoc analysis described previously. The initial nonresponders were unlikely to respond when given up to 10 weeks additional time on the same medication. The authors found a very modest gain in switching to olanzapine; however, specific subgroups of patients might be identified who benefit more dramatically from a switch, ie, those who were more severely ill. Although the thresholds of minimal response and ultimate response are debatable, these results are generally consistent in suggesting that lack of at least minimal response after 2 weeks of treatment is a strong indicator that the current treatment is not likely to bring about substantial response. (The decision as to what change measure to use will depend on the goals of the analysis and such choices should be guided by empirical data whenever possible). The challenge at this point is to determine what alternative treatments are likely to have a greater likelihood of success.
Managing poor or partial responders
There are remarkably few studies which have identified poor or partial responders and randomly assigned con-
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senting subjects to alternative strategies while also controlling for the passage of time by including a control group that stays on the original treatment. This type of design is needed to determine the efficacy of raising the dose, adding a second drug, or completely changing the medication. Kinon et al 53 reported on 115 newly admitted schizophrenia patients treated for 4 weeks with fluphenazine 20 mg/day. Those who failed to achieve the a priori defined remission level of positive symptoms (ie, no more than mild positive symptoms) were randomly assigned, double-blind, to continue on the same treatment, have the dose quadrupled, or be switched to haloperidol at an equivalent (20 mg/day) dose and followed for an additional 4 weeks. There were no significant differences in the outcomes between the three groups and, overall, only an additional 9% of patients met remission criteria at 8 weeks. This design needs to be applied with second-generation medications and ideally should also include polypharmacy and clozapine as comparators. There is some suggestion that if a switch from one antipsychotic to another is implemented that choosing an agent with a different receptor binding profile would make the most sense. In a post-hoc analysis of CATIE, Stroup et al 54 reported that among the 114 subjects who had been considered unsuccessfully treated with perphenazine in Phase I, those who were randomized to olanzapine or quetiapine did better than those randomized to risperidone, which has a more similar pattern of tight D2 blockade.
Antipsychotic polypharmacy
The notion that switching to a medication with a different receptor binding profile might be helpful in poor or partial responders is also the rationale for antipsychotic polypharmacy. In addition, the complex receptor binding profile of clozapine has suggested to some that attempts to simulate this effect should involve combining multiple drugs. There are several reports indicating a high prevalence of antipsychotic polypharmacy in recent clinical practice. 55 Despite widespread use, there is relatively little evidence that this strategy is helpful, particularly when clozapine is not involved. Correll et al 56 reviewed 19 randomized trials including 1216 subjects. Although the overall results could be interpreted as suggesting an advantage for combination therapy in comparison with monotherapy, the factors which appeared to contribute to this effect limit the conclusions that can be drawn for the present context. Combination therapy was more likely to be efficacious when administered from the start of treatment rather than waiting to identify poor or partial responders and when clozapine was involved. Studies which took place in China and studies which lasted longer than 10 weeks were also more likely to be positive. This leaves the question unresolved as to whether or not adding a second antipsychotic is likely to be helpful when a patient fails to derive an adequate response from an initial trial of monotherapy with drugs other than clozapine. Adding a second antipsychotic to mitigate adverse effects from another medication is a different situation, and there is some suggestion that, for example, adding aripiprazole to clozapine can lead to a reduction in weight and/or lipid abnormalities.
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Clozapine
Since the Kane et al 6 study, clozapine has been considered the best established treatment for refractory patients. In addition, clozapine has been shown to be superior to second-generation antipsychotics even among patients who were only moderately ill 7 and would not necessarily have met criteria for true treatment resistance. The superiority of clozapine has been demonstrated in subsequent individual studies 59, 28, 24 and metaanalysis. 60, 61, 62 However, as mentioned previously, in a recent metaanalysis by Leucht et al 14 of 28 randomized, head-to-head comparisons of clozapine with other second-generation antipsychotic drugs, clozapine did not show consistent superiority. Nevertheless, many if not most of these studies used low or very low doses of clozapine or patients were not truly poor responders.
Other pharmacologic classes in augmentation strategies
Numerous other classes of agents have been studied to determine their ability to augment the effects of antipsychotics in the treatment of patients with schizophrenia, either in general or in poor or partial responders. Cochrane reviews of benzodiazipines, 63 lithium, 64 and valproatetematic review of carbamazepine 66 was also negative. Lamotrigine has been examined in a Cochrane review including five studies involving 537 participants. 67 Some evidence of efficacy was found, but the results were not considered robust. Tiihonen et al 68 have reported evidence from a post-hoc analysis of patients from five trials involving lamotrigine augmentation of clozapine which suggested some significant effects, but interpretation remains difficult because of different designs and inclusion criteria. Further well-designed studies involving lamotrigine would be very valuable. Since available antipsychotics generally have only limited efficacy for negative symptoms and since negative symptoms are closely related to functional outcomes, various augmentation strategies of antipsychotics have been tested in this domain. Despite positive results in initial, small scale trials with N-methyl-D-aspartate (NMDA) receptor agonistic treatments, such as glycine, d-alanine, d-serine, dcycloserine, the largest placebo-controlled study of glycine and d-cycloserine was negative. 69 However, recent trials of augmentation treatment with glycine transporter inhibitors have been positive, 70 suggesting that this mechanism may be more promising. In addition a meta-analysis of 5 smallscale trials of adjunctive treatment with antidepressants concluded that these agents may reduce negative symptoms in patients with a predominantly negative symptom profile. 71 However, since depression can mimic negative symptoms and since these trials had only 16 or less patients in each treatment arm, more data are needed.
Maintenance treatment
Once the maximum degree of therapeutic response is achieved after an acute exacerbation, the challenge becomes maintaining those gains, preventing relapse and facilitating the ongoing application of appropriate psychosocial and vocational therapies. There is little question about the indications for continuing antipsychotic medication on an indefinite basis, except perhaps in patients who have only experienced one episode. Even there, however, relapse rates are 82% after 5 years, 37 and discontinuing medication is associated with a five times higher risk of relapse than staying on medication. This does suggest, however, that a small subgroup of patients might remain free of relapse, but at present we have no means to identify such individuals prior to making the decision to stop antipsychotic maintenance therapy.
The choice of medication takes on particular importance when long-term treatment is the focus, as the benefitto-risk ratio may change substantially. Some drugs are associated with greater or lesser degrees of specific longterm risks, eg, tardive dyskinesia, weight gain, type 2 diabetes, dyslipidemia, etc. Risk not only varies by drug, but of course also from individual to individual. At present, taking a good history and appropriate ongoing monitoring is the best strategy to identify particular risk profiles, but it is hoped that in the not-too-distant future pharmacogenetics might help in informing choice of optimum treatment(s). 72 With regard to relapse prevention, there is some evidence that the second-generation antipsychotics are associated with lower relapse rates than first-generation antipsychotics. Leucht et al 73 conducted a meta-analysis of doubleblind random assignment studies which lasted at least one year and compared relapse rates between the respective drugs. The average relapse rate among second-generation drugs after 1 year was 15% compared with 23% among first-generation medications, a statistically significant difference (P<.001) and a relative risk reduction of 35%. We do not have a definitive explanation for this difference, and although improved adherence might seem like the most parsimonious explanation, the data reported from the trials included in the meta-analysis do not support the assumption that improvements in adherence are a sufficient explanation. It is possible that the differences in receptor binding profile might explain this effect, but again clear evidence of any specific receptor effect is lacking.
Adverse effects
The appropriate recognition and treatment of adverse effects of antipsychotics is relevant in the overall management of schizophrenia. Adverse effects can interfere with treatment adherence, functional capacity, subjective well-being, quality of life, and life expectancy.
14 Like for efficacy, the measurement and monitoring of side effects should be part of routine treatment. With regard to antipsychotics, key adverse effects that should be assessed regularly include sedation, sleep difficulties, sexual and reproductive system problems, extrapyramidal side effects and involuntary movements, and weight change, as well as abnormalities in blood pressure and in blood lipid and glucose levels. 10, 13 Unfortunately, recent data have shown that particularly the monitoring of potentially problematic metabolic side P h a r m a c o l o g i c a l a s p e c t s effects, such as elevations in fasting blood glucose and lipids, is quite suboptimal. This is a particular concern, as people with schizophrenia have been found to have elevated risk factors for cardiovascular morbidity and mortality compared with the general population. 13 It appears that despite clear warnings and treatment recommendations, 10 clinician's monitoring behavior has not increased in a relevant way, and the monitoring frequency is as low as in a nonpsychiatric control population treated with albuterol. 74 Clearly, the field needs to consider reasons for this and take steps toward comprehensive education and quality improvement programs.
Switching strategies
As stated above, with few exceptions (eg, in treatmentrefractory patients or to avoid cardiovascular risk factor accumulation), it may be more important how the currently available medications are used and sequenced, rather than which particular medication is used. Due to the fact that a substantial proportion of patients with schizophrenia remains symptomatic and functionally impaired, develop treatment intolerability, or are dissatisfied with their treatment, switching between medications is frequent. Most clinicians know from experience that changing medications can be a destabilizing event. In fact, even in the CATIE phase 1 trial, patients rerandomized in a double-blind fashion to the same antipsychotic stayed in the study longer than those who were switched to a different antipsychotic. 75 Unless patients require a switch for an acute destabilization or life-threatening adverse event, clinicians need to consider the current psychosocial situation, level of support and symptomatic status of the primary disorder and of comorbid conditions when planning for a change in the medication regimen. In addition, consideration of the pharmacologic profiles of the pre-switch and the post-switch antipsychotic can also be helpful to predict the potential emergence of rebound phenomena that can complicate the switch process. The potential for rebound and withdrawal phenomena is greatest when the pre-and post-switch antipsychotics differ considerably regarding binding affinity for specific receptors (ie, pharmacodynamic dopaminergic, histaminergic, or cholinergic rebound) and/or when they differ considerably regarding their respective half-life (ie, pharmacokinetic dopamine rebound when the new antipsychotic has a much longer half-life and the prior antipsychotic is discontinued too quickly.) 76 Histaminergic rebound is characterized by a reversal of the antihistaminergic anxiolytic, calming, sleep-inducing, and EPS-reducing effects, potentially resulting in rebound insomnia, anxiety, agitation, EPS, and restlessness. Similarly, cholinergic rebound is characterized by agitation, confusion and EPS, and dopaminergic rebound can manifest as worsening or newly emerging agitation, aggression, psychosis, mania, akathisia, or withdrawal dyskinesia. Pharmacodynamic and pharmacokinetic rebound phenomena can be avoided in many cases by implementation of an overlapping, or "plateau" crosstitration, 77 or by treating withdrawal/rebound symptoms with timelimited, targeted use of benzodiazepines, antihistamines, mirtazapine, anticholinergics, gabapentin, or nonbenzodiazepine anxiolytics/sedatives.
Conclusions
Despite pharmacologic advances, the treatment of schizophrenia remains challenging, and suboptimal outcomes are still too frequent. Even though treatment goals of response, remission, and recovery have been defined more uniformly, the field is lacking a functionally relevant "effectiveness" measure as used in large, pragmatic trials in cardiology or oncology. Moreover, measurement-based approaches, which are standard in research, need to be applied more broadly to clinical practice. There is an ongoing debate as to whether and which first-or second-generation antipsychotics should be used, and in which particular patients. However, an individualized treatment strategy needs to consider both current symptoms, comorbid conditions, past therapeutic and adverse effect response, and patient choice and expectations. Moreover, acute and long-term goals and medication effects need to be balanced. While the acute response to appropriately dosed first-generation antipsychotics may not differ much from second-generation antipsychotics, advantages of lower rates of extrapyramidal side effects, tardive dyskinesia, and, possibly, relapse may favor second-generation antipsychotics. However, when considering individual adverse effect profiles, the differentiation into first-and second-generation antipsychotics as unified classes cannot be supported, and a more differentiated view and treatment selection is required. To date, clozapine is the only evidence-based treatment for refractory patients, and the role of antipsychotic 
